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Correspondence 
Femoropopliteal Bypass 
Sir, 
During the construction of an above-knee femor- 
opopliteal bypass we often found the operative field 
hindered by the proximity of the distal occluding 
clamp. 
To avoid this we now position the distal clamp 
through a separate stab wound incision. The clamp 
can then be positioned more distally, avoiding com- 
pression on the artery at the outflow angle of the 
anastomosis, and avoiding the need to extend th6 
incision. As the clamp now is positioned away from 
the operating field, sutures have less tendency to 
become tangled up with it. Since we tend to leave a 
suction drain in the popliteal fossa, we use this same 
stab wound incision for the drain, so that no addi- 
tional tissue damage is caused. We found that this 
little trick makes the construction of the distal anasto- 
mosis considerably easier. 
J. C. Breek and R. Rutsaert 
Antwerp, Belgium 
Fig. 1. 
Sir, 
I was interested in the conclusions in the paper by 
R. D. Sayers et al. (Eur ] Vasc Surg 8: 627-631). The 
authors tate that the majority of patients undergoing 
bilateral procedures had these done as a two stage 
operation. This was because of stated fears by their 
anaesthetists of the potential risk of bilateral pneumo- 
thoraces. They mention that they have now started to 
perform bilateral procedures, and I feel that I should 
utter a word of warning from my own admittedly 
limited experience, especially since negative results 
and complications tend to be under-reported. 
I have now performed 10 bilateral procedures for 
hyperhidrosis, both palmar and axillary, and all 
procedures have been done under the same anaes- 
thetic, using a double lumen endotracheal tube to 
allow single lung ventilation and partial collapse of 
the operated side using one litre of CO2. In three out of 
the 10 cases there has been a marked reduction in 
oxygen saturation to 70% while operating on the 
second side and this has required temporary reflation 
of the lung before proceeding. On one occasion, after 
an uneventful procedure on the right side, there was 
sudden profound bradycardia on inserting the trocar 
and cannula on the left. This reversed with a pre- 
cordial blow to the sternum and the administration of
atropine. The trochar was withdrawn and the left 
sided procedure abandoned. The patient made an 
uneventful recovery and had a good result from the 
right sided procedure but is considering whether to 
have the left side done again. The presumed mecha- 
nism for the bradycardia was a vagal response to pain 
since not more than a litre of carbon dioxide had been 
insuffiated and halothane, known to cause arrhyth- 
mias, was not being administered. With the other 
cases mentioned it seems likely that even after 
apparent full inflation of the lung after performing the 
sympathectomy on one side, there may still be a 
significant shunt which can prove dangerous when 
the other lung is collapsed. 
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Sayers et al. also mentioned that permanent Hor- 
ner's syndrome has not been reported after this 
procedure. This conclusion should be treated with 
caution. One of the 10 patients in my series has had a 
mild left Horner's syndrome which has persisted for 
18 months. The technique used in this patient was 
exactly the same as Sayers describes, namely coagulat- 
ing with diathermy the sympathetic chain where it lies 
over the neck of the 2nd to 5th ribs. It is a matter for 
conjecture whether the diathermy current can spread 
significantly upwards to the 1st rib. 
D. T. Reilly 
Watford, U.K. 
approach compromised the proximal extent of aortic 
aneurysm exposure as well as dissection of the 
supraceliac abdominal aorta. Manipulation of the 
aorta at this level can be hazardous; intercostal rteries 
can be torn off causing massive bleeding and proximal 
aortic control is very difficult. I believe the trans- 
abdominal approach is suitable in cases of thor- 
acoabdominal ortic aneurysm type IV with compro- 
mised pulmonary function when preservation of the 
diaphragm is important. I personally prefer to per- 
form a thoracoabdominal incision without cutting the 
diaphragm. 
Hazim J. Sail 
Houston, Texas, U.S.A. 
Author's Reply 
We would like to thank Mr Reilly for his word of 
warning regarding transthoracic endoscopic sym- 
pathectomy. We would be interested to know whether 
he still performs bilateral procedures when three out 
of 10 cases in his series were associated with oxygen 
desaturation. Our experience of bilateral procedures i
very limited and the decision to proceed to the second 
side is made in consultation with the anaesthetist. We 
fully accept hat caution is highly desirable in such an 
invasive procedure for a relatively benign disease. 
Regarding Horner's syndrome, we have not seen any 
cases following transthoracic endoscopic sympathect- 
omy but accept hat excessive diathermy may lead to 
this complication, presumably due to cephalad 
conduction. 
R. D. Sayers 
Adelaide, South Australia 
Thoracoabdominal Aneurysms 
Sir, 
I read with interest he article "Transabdominal repair 
of type IV thoracoabdominal ortic aneurysm" by 
Gilling-Smith and Wolfe in the January 1995 issue of 
The European Journal of Vascular and Endovascular 
Surgery. I very much enjoyed reading the paper, but I 
have a word of caution regarding the approach the 
authors refer to in the last paragraph of the introduc- 
tion. The transabdominal pproach for thoracoabdo- 
minal repair that Dr Crawford described in his 1974 
paper 1 was later abandoned because we felt that 
exposure was unsatisfactory. We found that this 
Reference 
1 CP, AWFORD ES. Thoraco-abdominal and abdominal ortic aneu- 
rysms involving renal superior mesenteric, and celiac arteries. 
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Authors' Reply 
We are grateful to Hazim Sail for his comments and 
share his caution. It is, however, entirely possible to 
perform the retroperitoneal dissection (sweeping all 
the viscera to the right) and expose the left crus of the 
diaphragm and the supracoeliac aorta providing an 
Omnitract retractor is used. This dissection is identical 
to that for the full thoracoabdominal approach, as is 
the dissection of the left crus exposing the supracoe- 
liac and lower thoracic aorta. For most type IV 
thoracoabdominal ortic aneurysms division of the 
costal margin is simply unnecessary. When the sur- 
geon intends to perform an oblique anastomosis in 
order to incorporate the coeliac, superior mesenteric 
and right renal arteries and implant the left renal 
artery separately the subcostal approach is appro- 
priate and reduces morbidity. For a high aneurysm, 
we would agree, the exposure is compromised. 
J. H. N. Wolfe and G. L. Gilling-Smith 
London, U.K. 
Limb Threatening Ischaemia 
Sir, 
We read with interest the paper "Surgery for limb 
threatening ischaemia: A reappraisal of the costs and 
benefits" by Johnson et al. 
Eur J Vasc Endovasc Surg Vol 10, October 1995 
